SUMMARY Sera from 536 adults and children in Swaziland were examined for their reactivity in the rapid plasma reagin (RPR) and Treponema pallidum haemagglutination (TPHA) tests. None of 130 sera from children was reactive in either test; 8-6% of sera from 185 healthy adults were reactive in the RPR test and 3307o in the TPHA test; 24-5 % of 220 sera from patients with genital ulcers were RPR-positive and 45 -9% TPHA-positive. The RPR positivity rates were not related to age, but the percentage of RPR-negative, TPHA-positive sera increased with age in both the healthy adults and the patients with genital ulcers. Thus venereal syphilis appears to be responsible for these high positivity rates. Estimates of the yearly incidence of syphilis are identical for both groups-approximately 1 -4%, an unusually high figure.
Introduction
In 1978 serological tests for syphilis on patients attending an antenatal care unit in Swaziland showed a very high rate of positive reactions. ' Other population groups in Swaziland were surveyed on a larger scale in 1979 to obtain a clearer epidemiological picture. The results of serological tests for syphilis in these groups are presented. Patients The TPHA test is highly specific and highly sensitive,7 10 12-19 although some workers20 have doubted this. Except in early primary syphilis its sensitivity is practically equal to that of the FTA-ABS test.'0 12 13 The TPHA test titre rises as the infection progresses; typical values are 1/80, 1/320, and 1/5120 in late primary, early secondary, and late secondary syphilis respectively.9 13 18 After treatment, the TPHA test titre declines only very slowly, seroreversal being much less frequent than in the FTA-ABS and the T pallidum immobilisation (TPI) tests. 10 for this combination can be regressed towards age, and this gives an accurate estimate of the cumulative frequency of cases of treated syphilis. The slope of the regression is the yearly incidence of treated syphilis, which in turn is a minimal estimate of the yearly incidence of new cases of syphilis. Surprisingly enough, the regressions calculated for "healthy" individuals and patients with genital ulcers were almost identical, which might indicate that sexual promiscuity is not notably higher in the groups with genital ulcers. The common regression has a slope of 1 41o per year of age, which means that the yearly incidence of syphilis in Swaziland is at least 1 4%. As far as we know, this is the first time such a high incidence of venereal syphilis can be proved.
The absence of any correlation between age and the GMIT of the TPHA tests in the healthy group indicates that most cases have old treated syphilis. In the group with genital ulcers more have untreated active syphilis, and as titres rise with time the relation between age and GMIT was to be expected. High titres in women may be due to underdiagnosis and subsequent lack of treatment.
Figures from other sources (unpublished) have estimated the yearly incidence of syphilis in Swaziland to be about one-third that of gonorrhoea, which is at least 3-75% in this country. 22 This estimate of 125% is comparable with the 1 74% calculated from our serological data. With this high incidence, one would expect a high rate of congenital syphilis; this should be reflected in positive serology in children, which was not the case. Possible explanations are the selection of normal healthy schoolchildren in group I or a high mortality rate from congenital syphilis in the country or both. An investigation of the incidence and manifestations of this condition in Swaziland is needed.
